consequently low, one solution is for health professionals to initiate discussion on sexual health with patients when they attend medical facilities for other reasons. 12 However, this is not common practice with less than 4% of men indicating that they have been asked by a doctor about possible sexual difficulties in a routine visit. 13 Despite this evidence, no detailed UK studies have investigated the degree to which older men in the general population, regardless of whether they have reported ED, are being offered help with their sexual health.
In this study, we investigate the frequency of offers of medication, devices, and specialist services via the NHS to improve erections among men aged over 60 in Northern Ireland (NI), a devolved nation of the UK. We consider all men within the general population (excluding those with prostate cancer) and investigate a range of sociodemographic and health-related characteristics, in addition to self-reported sexual activity levels and level of interest in sex.
Consequently, we aim to identify whether treatment is being offered to men in need of help and determine the level of unmet need within NI.
| ME THODOLOGY

| Data collection
The data utilised were originally collected as part of the Life After Output Area level NI multiple deprivation measure 15 and urban/rural indicator assigned using the NI statistical classification and delineation of settlements, 16 was provided by BSO and linked via URN. An anonymised database was then prepared and made available for analysis.
| Questions
The survey was adapted from the LAPCD survey of prostate cancer survivors and was tested for acceptability, content and clarity by a focus group of older men, contacted through a local charity.
Questions included information on marital status, long-term conditions (eg, heart condition, diabetes) and height and weight which were then used to determine body mass index (BMI). General health was evaluated using the EQ-5D self-assessed health score which ranges from 0 (worst health you can imagine) to 100 (best health you can imagine).
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Responses to questions from the 26-item Expanded Prostate
Cancer Composite (EPIC-26) 18 were used to determine whether men experienced ED or overall sexual dysfunction, with "Very poor to none" and "Poor" ability to have an erection in the past four weeks constituting ED (q9a, Data S1) and "No problem" with sexual function in the past four weeks (q13, Data S1) constituting no problem with sexual function. Two additional sexual questions from the EORTC QLQ-PR25 19 were included to determine the extent of interest in sex and the extent of sexual activity (q15-16, Data S1). Three questions were included specifically on whether men had used one or more of three services to improve erections in the past 3 years: medications (eg, tablets, penis injections, gels), devices (eg, vacuum pump, penile prosthesis), and specialised services (eg, counselling, psychosexual clinics). The respondent had seven response options:
"I was not offered this," "I was offered this but did not want it," "I was offered this but have not tried it," "I was offered this and tried it but it was not helpful," "I was offered this and it helped, but I am not using it now," "I was offered this, it helps and I use it sometimes" and "I was offered this, it helps and I use it often" (q17-19, Data S1).
| Statistical analysis
The sample was designed to match the age structure of prostate can- Data are weighted to the NI population by age and deprivation. Breakdown by self-reported erectile/sexual dysfunction excludes respondents who did not answer that question. P-value is the result of χ 2 test for variation in the proportion reporting offer of services for that variable. "S" denotes variation is significant at a 95% significance level after Bonferroni correction for multiple comparisons. a Includes civil partnership equivalents. 
| RE SULTS
| Offer of treatment to improve erections
Among all men aged 60 and over in the general population 18.0% recalled (either opportunistically or in response to a request) being offered medications to improve erections in the past 3 years, 2.9% being offered devices or aids, and 3.1% being offered specialised services.
One in five (19.1%) men was offered at least one of these services.
Specifically among men reporting ED, 24.8% reported being offered medications, 4.4% were offered devices or aids and 3.6% were offered specialised services, with 25.8% being offered at least one of these. Of those men currently reporting no problems with sexual function, 7.7%
recalled being offered one of these services in the past 3 years (Table 2) . Data are weighted to the NI population by age and deprivation. Breakdown by self-reported erectile/sexual dysfunction excludes respondents who did not answer that question. P-value is the result of χ 2 test for variation in the proportion reporting offer of services for that variable. "S" denotes variation is significant at a 95% significance level after Bonferroni correction for multiple comparisons. "<5" refers to less than five respondents. Exact figure is suppressed to ensure respondent confidentiality. Significance tests are, however, conducted using the actual number of responses.
(P < 0.001). Men with greater numbers of long-term conditions were more likely to report an offer of all three services (medications: P < 0.001, devices: P = 0.005, specialised services: P = 0.008). Poorer general health (P < 0.001) and higher deprivation (P = 0.003) were significantly associated with the offer of devices, while higher BMI was significantly associated with the offer of medication (P < 0.001).
Neither Health Trust nor urban/rural indicator of area of residence was related to the offer of services (Table 2) .
Among the subgroup currently reporting ED (n = 1128), the offer of services decreased with increasing age (P < 0.001), with those who are single and widowed less likely than divorced/separated men to be offered medications (P < 0.001). This pattern was also evident for men reporting no problems with sexual function (P = 0.004). There were no other significant associations with sociodemographic factors for men either reporting ED or no problems with sexual function (Table 2) .
Among all men aged 60 and over in the general population and those specifically reporting ED, medications were more commonly offered to those very interested in sex (P = 0.002 and P < 0.001, respectively), while devices (P = 0.002) and specialised services (P < 0.001)
were more commonly offered to men in the general population who indicated that they were not interested in sex. However, among those currently reporting ED interest in sex was not a significant factor in the offer of devices or specialised services. Greater reported levels of sexual activity were associated with the offer of services among those reporting ED (P < 0.001); however, extent of sexual activity had no significant relationship to the offer of services to improve sexual function overall or for men reporting no problems with sexual function (Table 3) .
In multivariable analysis, the strongest predictor of the offer of services in order to improve erections over the past 3 years to all responders aged 60 and over was reporting of ED in the survey. Men who were aged 80 and over (P < 0.001) or were single (compared to married) (P = 0.011) were less likely to be offered services, while those separated/divorced (compared to married) (P = 0.009), with one or more long-term conditions (P = 0.002), classified as overweight (P = 0.037) and reporting greater interest in sex (P < 0.001) were more likely to be offered help. Similar patterns were evident for men currently reporting ED, with the exception that BMI was not a significant predictor of the offer of services. Similarly age, marital status, number of long-term conditions and BMI, but not extent of interest in sex, were associated with the offer of services for men currently reporting no problems with sexual function (Table 4 ).
| Effectiveness of treatment to improve erections
The proportion of all men who reported being offered treatments for ED and are currently using them because they were helpful TA B L E 4 Odds ratios for offer of either medications, devices, or specialised services to aid or improve erections
All men aged 60 and over
Men aged 60 and over currently reporting erectile dysfunction
Men aged 60 and over currently reporting no problems with sexual function
Odds ratio
95% confidence interval
Pvalue
95% confidence interval
Pvalue
95% confidence interval
Pvalue
Age group 60-69 Among the group of men currently reporting ED and offered medications in the past 3 years, 28.8% reported that they were helpful and currently used (7.1% of all men reporting ED regardless of whether they had been offered help); however, 31.8% indicated that they had tried them but not found them useful. Among men currently reporting no problems with sexual function who had been offered medications in the past 3 years, 46.0% reported that they were helpful and currently used, while only 3.2% indicated that they had tried them but not found them useful (Figure 2 ).
| D ISCUSS I ON
This large population-based survey has examined offers of treatment for ED among older men for the first time in NI. We found in keeping with studies in UK 2 and USA 9 that almost half of men aged 60 and over report moderate-to-severe ED. Despite the high prevalence of ED, and the relationship between ED and other diseases, 4-9 only one in five of these men reported being offered treatment to improve erections over the past 3 years. This proportion decreases with increasing age, but increases with extent of interest in sex reported and number of long-term conditions, the latter suggesting greater level of discussion with service providers regarding sexual issues when there is regular service contact.
This finding is supported by previous studies that have focused on treatment rates of ED compared to its reported prevalence.
Observational studies in the USA indicate that significantly fewer men receive ED diagnosis and treatment than the proportion of men who experience it. 10 Despite being a common condition, the proportion of men who seek help for ED from a doctor ranges from 22%-26%, 13, 21 or 35% from a health professional in general. 11 This proportion increases with severity, yet still less than half of men with severe ED seek professional help for the condition.
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A range of reasons contribute to men not receiving, or being offered treatment for ED. One of the primary contributors in NI is F I G U R E 1 Men aged 60 and over offered treatment to aid or improve erections over the last 3 y. Data are weighted to the NI population by age and deprivation F I G U R E 2 Men currently reporting erectile dysfunction and no problems with sexual function offered medication to aid or improve erections over the last 3 y. Data are weighted to the NI population by age and deprivation restrictions on the availability of prescription medication for this condition via the NHS. Unlike in England, Wales, and Scotland, sildenafil, tadalafil, and vardenafil cannot be prescribed by a primary care (general) practitioner (GP) unless the patients had other medical conditions or treatment such as diabetes or prostatectomy, 22 instead only a specialist can prescribe these drugs putting greater onus on the men suffering from this condition to seek assistance.
While the availability of Viagra via a pharmacist without prescription has recently become an option in NI and may allow additional men to get help, this is without the benefit of professional medical advice or discussion about potential causes of the problem.
However, older men often find asking for help with their sex life challenging because of issues including embarrassment and shame. 23, 24 They can believe that problems with sexual function are normal given their age and be unaware of its relationship with other health conditions. 13, 21 There are also barriers on the health service side. Only 4% of men report being asked by a doctor about sexual problems during a routine visit, despite over one-third of men believing that they should. 13 GPs report time pressures, lack of training, concerns over use of appropriate language, gender and ethnic background differences as reasons for lack of engagement with patients on these issues. 25, 26 However, other reasons such as ageism and being uncomfortable talking about sex are also known barriers for healthcare professionals.
27,28
| Service implications
Overcoming these barriers is not a simple task, but is potentially worthwhile as ED is not only a health condition in of itself but can also be a symptom of cardiac disease 6 as well as having an association with diabetes 7 and depression 4 while men experiencing poorer general health are less likely to be sexually active and more likely to report sexual problems. 8, 9 New ways of breaking down the barriers surrounding discussions of this condition, such as online information, 29 can help in increasing clinical diagnosis of ED. There are also educational and awareness-raising priorities for healthcare professionals (including GPs, who are, in NI, most likely to be the primary source of advice about sexual difficulties); while patients over 60 typically have several morbidities, 30 it is important to consider sexual function amongst the other reasons these patients may consult a doctor.
It is essential to identify solutions which are effective and yet do not put extra burden on already stretched primary care services.
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Approaches might include routine use of a simple sexual health instrument that facilitates the provision of some basic support and signposting onwards to appropriate resources. Recognising the growing need for sexual care within an ageing population, and mindful of limited resources and the sensitivity of the subject area, it may be necessary to develop online self-management programmes where men/couples would be empowered to manage their own sexual issues with appropriate support from health professionals where necessary.
Common comorbidities such as depression and diabetes are strongly associated with sexual health problems in elderly people. 32, 33 Incorporation of sexual health screening into existing management protocols for these common conditions should thus be encouraged.
Such screening for common problems in primary care elderly populations is entirely feasible 34 -issues relating to sexuality could readily be incorporated into the growing number of geriatric screening instruments already available.
Healthcare professionals need training to provide them with the knowledge and skills to engage with patients regarding sexual health. 35 Such training should challenge attitudes to sex among healthcare professionals and illustrate how these influence their clinical behaviour, as well as highlighting the importance of taking the lead in discussions with men on sexual issues. GPs should approach the topic with patients routinely, normalising the issue, treating it like any other healthcare challenge. This will give the patient the message that sexual health is an important issue and needs to be addressed. Through time, the stigma will be reduced. 
| Treatment effectiveness
Worryingly, many men in receipt of treatments to improve erections do not find these treatments helpful or are unwilling to use them.
This reflects findings regarding the use of penile rehabilitation programmes following prostate cancer where evidence shows that most men stop using ED treatments within 2 years. 37, 38 More research in this area is warranted to determine why many men do not find these services helpful or are unwilling to use them. With ongoing advances in pharmacological treatment options, it is unfortunate that around 93% of men who report ED are either not offered services to improve sexual function or are offered them but do not use them. Of those men who do not report sexual functioning problems, almost half of those receiving treatment found them helpful suggesting that there are definite benefits to be had.
| Study limitations
This study uses data originally collected to compare prevalence of sexual dysfunction (and other conditions) in the general population with that of prostate cancer survivors. Consequently, men with prostate cancer were excluded at the data collection phase, which may result in an underestimation in the prevalence of ED in the general population. In addition, ED and sexual dysfunction in general are identified through self-assessment and may not represent clinically recognised definitions of the conditions.
The survey response rate of 30% is less than optimal and may result in responder bias. However, the response rate is better than many other health surveys featuring personal sexual function questions, 12, 13, 21 while compared to health surveys without sexual questions which feature face-to-face interviews and higher response rates, 39,40 the results for health-related quality of life (measured using the EQ-5D-5L) and BMI are broadly comparable. In addition, the questions on being offered treatment over the last 3 years may be subject to recall bias as respondents may not remember whether or not such offers had been made, particularly if they were not experiencing sexual function difficulties.
Finally, this study is cross-sectional in nature, thus causal relationships between men reporting treatment offers and any sexual problems experienced cannot be inferred. For example, men currently reporting ED may have had the condition for some time and thus be more likely to be offered treatment to improve sexual function over the last 3 years, but conversely men reporting good ability to function sexually may do so as a result of using services after being offered them.
| Conclusions
Almost half of men aged 60 and over report moderate-to-severe ED, but only one quarter of these men were offered services to improve their condition, while only 7% of men who report ED take medication because they find it helpful. A major contributor to high level of unmet need is likely to be the restrictions placed upon GPs in NI with regards the type of men that they can prescribe help for. While this particular situation does not exist in other parts of the UK, other more general barriers to receipt of treatment include men themselves not seeking assistance. With ED a precursor or warning sign for cardiac disease and sexual health being associated with general well-being, more needs to be done to encourage men to seek help for the condition. Health professionals should thus be routinely discussing sexual issues with older men that they treat for other conditions in an effort to address the unmet need for help with this condition, as the onus, particularly in NI, is currently on men to seek help for themselves.
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